AUTHORIZATION TO RELEASE MEDICAL RECORDS FOR PERSONAL INJURY CLAIMS

Patient Name: [PATIENT FULL NAME]

Patient Date of Birth: [PATIENT DATE OF BIRTH]

Patient Address: [PATIENT STREET ADDRESS]

[PATIENT CITY, STATE, ZIP CODE]

Patient Telephone: [PATIENT TELEPHONE NUMBER]

Patient Email: [PATIENT EMAIL ADDRESS]

Claim Number: [CLAIM NUMBER]

Date of Injury or Incident: [DATE OF INJURY]

Date of Authorization: [DATE OF AUTHORIZATION]

RE: Authorization to Disclose Protected Health Information for Personal Injury Claim

1. IDENTIFICATION OF PATIENT
1.1 Patient Name: [PATIENT FULL NAME]
1.2 Other Names Used: [OTHER NAMES OR ALIASES, IF ANY]
1.3 Date of Birth: [PATIENT DATE OF BIRTH]
1.4 Social Security Number (last four digits): [LAST FOUR DIGITS OF SSN]
1.5 Address: [PATIENT STREET ADDRESS]

[PATIENT CITY, STATE, ZIP CODE]
1.6 Telephone: [PATIENT TELEPHONE NUMBER]

2. PERSONS OR ENTITIES AUTHORIZED TO DISCLOSE INFORMATION
2.1 The following health care providers, facilities, and entities are authorized to disclose the patient's protected health information: [NAME AND ADDRESS OF EACH HEALTH CARE PROVIDER, HOSPITAL, CLINIC, PHARMACY, LABORATORY, IMAGING CENTER, OR OTHER RECORD CUSTODIAN]
2.2 Additional Providers or Facilities: [ADDITIONAL PROVIDER OR FACILITY NAME AND ADDRESS]
2.3 Additional Providers or Facilities: [ADDITIONAL PROVIDER OR FACILITY NAME AND ADDRESS]

3. PERSONS OR ENTITIES AUTHORIZED TO RECEIVE INFORMATION
3.1 The following persons or entities are authorized to receive the disclosed information: [NAME OF RECIPIENT, SUCH AS ATTORNEY, LAW FIRM, INSURANCE ADJUSTER, OR CLAIMS ADMINISTRATOR]
3.2 Recipient Address: [RECIPIENT STREET ADDRESS]

[RECIPIENT CITY, STATE, ZIP CODE]
3.3 Recipient Telephone: [RECIPIENT TELEPHONE NUMBER]
3.4 Recipient Email or Fax: [RECIPIENT EMAIL OR FAX NUMBER]
3.5 Additional Recipient: [ADDITIONAL RECIPIENT NAME AND ADDRESS]

4. INFORMATION TO BE DISCLOSED
4.1 The following records and information are authorized for release: [DESCRIBE RECORDS, SUCH AS MEDICAL RECORDS, BILLING RECORDS, DIAGNOSTIC IMAGING, LABORATORY RESULTS, PRESCRIPTION RECORDS, AND BILLING STATEMENTS]
4.2 Date Range of Records: From [START DATE OF RECORDS] to [END DATE OF RECORDS]
4.3 Specific Records or Departments: [SPECIFY DEPARTMENTS, TREATING PHYSICIANS, OR RECORD TYPES]
4.4 Records Related to the Following Body Parts or Conditions: [DESCRIBE INJURIES OR CONDITIONS]

5. PURPOSE OF DISCLOSURE
5.1 The purpose of this disclosure is to support the evaluation, settlement, or litigation of a personal injury claim arising from an incident occurring on [DATE OF INJURY].
5.2 This authorization is made at the request of the patient and is intended for use in connection with the personal injury claim identified above.

6. EXPIRATION OF AUTHORIZATION
6.1 This authorization shall expire on [EXPIRATION DATE], or upon the conclusion of the personal injury claim, whichever occurs first.
6.2 If no expiration date is specified, this authorization shall remain valid for one (1) year from the date of signature, unless revoked earlier in writing.

7. RIGHT TO REVOKE AUTHORIZATION
7.1 The patient may revoke this authorization at any time by providing written notice to the recipient identified in Section

3.
7.2 Revocation shall not affect any action taken in reliance
on this authorization before the recipient received the written revocation.
7.3 Revocation must be delivered in writing to: [NAME AND ADDRESS FOR REVOCATION NOTICE]

8. RIGHT TO REFUSE TO SIGN
8.1 The patient understands that signing this authorization is voluntary.
8.2 The patient understands that treatment, payment, enrollment, or eligibility for benefits will not be conditioned on signing this authorization, except as permitted by law.

9. REDISCLOSURE WARNING
9.1 The patient understands that information disclosed pursuant to this authorization may be redisclosed by the recipient and may no longer be protected by federal privacy regulations, including the Health Insurance Portability and Accountability Act (HIPAA).

10. PATIENT RIGHTS
10.1 The patient has the right to inspect or copy the information to be disclosed.
10.2 The patient has the right to request restrictions on the disclosure, although the recipient may not be required to agree to such restrictions.
10.3 The patient has the right to receive a copy of this authorization upon request.

11. RELEASE OF INFORMATION
11.1 I, [PATIENT FULL NAME], authorize the health care providers and facilities identified in Section 2 to disclose the protected health information described in Section 4 to the persons or entities identified in Section

3.
11.2 I understand the purpose of this disclosure and the
potential for redisclosure as described in Section

9.
11.3 I have read and understand this authorization and sign
it voluntarily.

12. SIGNATURE OF PATIENT
12.1 Patient Signature: _________________________________________
12.2 Printed Name: [PATIENT FULL NAME]
12.3 Date: [DATE OF SIGNATURE]

13. SIGNATURE OF PERSONAL REPRESENTATIVE (IF APPLICABLE)
13.1 Representative Name: [REPRESENTATIVE FULL NAME]
13.2 Relationship to Patient: [RELATIONSHIP, SUCH AS PARENT, GUARDIAN, OR LEGAL REPRESENTATIVE]
13.3 Representative Signature: _________________________________________
13.4 Date: [DATE OF SIGNATURE]

14. WITNESS ATTESTATION (IF REQUIRED)
14.1 Witness Name: [WITNESS FULL NAME]
14.2 Witness Signature: _________________________________________
14.3 Date: [DATE OF SIGNATURE]

15. NOTARY ACKNOWLEDGMENT (IF REQUIRED)
15.1 State of: [STATE]
15.2 County of: [COUNTY]
15.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [PATIENT FULL NAME], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this instrument, and acknowledged that he or she executed the same in his or her authorized capacity and that by his or her signature on the instrument the person, or the entity upon behalf of which the person acted, executed the instrument.
15.4 Notary Public Signature: _________________________________________
15.5 Notary Printed Name: [NOTARY FULL NAME]
15.6 My Commission Expires: [COMMISSION EXPIRATION DATE]
15.7 Notary Seal: [NOTARY SEAL]

16. ADDITIONAL PROVISIONS
16.1 [ADDITIONAL PROVISION OR SPECIAL INSTRUCTION]
16.2 [ADDITIONAL PROVISION OR SPECIAL INSTRUCTION]
16.3 [ADDITIONAL PROVISION OR SPECIAL INSTRUCTION]
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